Improvement in Care for Patients
with Medically Unexplained
Symptoms (MUS)

COL Charles C. Engel, Jr., MD, MPH

Director, Deployment Health
Clinical Center



Presentation Objectives

* Review the patient assessment process described
In the DoD/VA Clinical Practice Guideline for
Management of Medically Unexplained Symptoms
(MUS-CPG)

* Discuss non-pharmacologic and pharmacologic
therapies for MUS

* ldentify tools that have been developed to support
the MUS-CPG



Comparison of Rates of Physical
Symptoms Iin Veterans
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Post-War & Post-Deployment
Syndromes
A Unique Phenomenon?

* “Poorly understood war
syndromes have been
associated with armed
conflicts since at least the
US Civil War.”

Gulf War Syndrome

Agent Orange
PTSD

* “...war syndromes have Battle fatigue
involved fundamental, e e
unanswered questions e pisiene
about the importance of Soldier's heart
chronic somatic
symptoms...”

Hyams et al. Ann Intern Med 1996;125:398



Unexplained Physical Symptoms
Medlicine’s “Dirty Little Secret”

Specialty
Orthopedics

Gynecology

ENT
Neurology

Urology

Anesthesiology

Cardiology

Pulmonary

Endocrinology

Clinical Syndrome

Low Back Pain
Patellofemoral Syndrome

Chronic Pelvic Pain
Premenstrual Syndrome

Idiopathic Tinnitus

Idiopathic Dizziness
Chronic Headache

Chronic Prostatitis
Interstitial Cystitis
Urethral Syndrome

Chronic Pain Syndromes

Atypical Chest Pain
Idiopathic Syncope
Mitral Valve Prolapse

Hyperventilation Syndrome

Hypoglycemia

Specialty
Dentistry
Disorder

Rheumatology

Internal Medicine

Infectious
Disease

Gastroenterology

Physical Medicine

Occupational
Medicine

Military Medicine
Psychiatry

Clinical Syndrome
Temporomandibular

Fibromyalgia

Myofascial Syndrome
Silicosis

Chronic Fatigue Syndrome

Chronic Lyme

Chronic Epstein-Barr Virus
Chronic Brucellosis
Chronic Candidiasis

Irritable Bowel Syndrome
Gastroesophogeal Reflux

Mild Closed Head Injury

Multiple Chemical Sensitivity
Sick Building Syndrome

Gulf War Syndrome

Somatoform Disorders




Why Focus On Post-
Deployment Health Care?

.pecause our worrplace
ey oe riezardous to nealtr

Flistory Macde Overly Sirmnple

L/

Mandatory participation in
military's anthrax vaccine

program pushes plunger
on medical contraversy




Institute of Medicine Report

* Strategy 5: “Implement
strategies to address
medically unexplained
physical symptoms In
populations that have
been deployed.”

WA, DC, National Academy Press; 2000



VA/DoD Medically Unexplained
Symptoms Clinical Practice Guideline

VA/DoD} CLINICAL PRACTICE GUIDELINE FOR THE MANAGEMENT OF

MEDICALLY UNEXPLAINED SYMPTOMS (MUS): CHRONIC PAIN AND FATIGUE

Guideline Summary

PRIMARY CARE

GUIDELINE SUMMARY

Establish that the patient has MUS.

Obtain a thorongh medical history, physical examination, and medical record review.

Minimize low vield diagnostic testing.

Identify treatable cause {conditions) for the patient’s symptoms.

Determine if the patient can be classified as Chronic Multi-Symptom Ilness (CMI)
(i.e., has two or more symptoms clusters: pain, fatigue, cognitive dysfunction, or
sleep disturbance).

Negaotiate treatment options and establish collaboration with the patient.

Provide appropriate patient and family education.

Maximize the use of non-pharmacologic therapies:

- Graded aerobic exercise with close monitoring.

- Cognitive behavioral therapy (CBT)

Empower patients to take an active role in their recovery.

VA noce Jine: httpe wuoneogp med va pov'cpp/cpe him My 2002 NATIONAL
Dol pooess o guidaline: hitpe/wwvecs amedd amyy.mil Cmo ch
Spou & produced by the VA Emplovee Education S vsten i ration with the Cificas of

Chality & Performance and Patient Care Services amd Department of Dafensa ————_




Definition of Medically
Unexplained Symptoms

* Symptoms that remain unexplained after an
appropriate medical assessment that includes
focused diagnostic testing

e Highly recommended that > 2 visits be completed
before concluding that the patient does not have a
recognizable illness or injury

e May have been given one or more diagnoses that lack
a well-defined disease explanation (e.g., idiopathic
chronic fatigue, burning semen syndrome, diffuse pain
syndrome, dysautonomia, hypoglycemia, multiple
chemical sensitivities)



Areas of Assessment

* Basic Assessment
e Initial medical record review
e Medical history and psychosocial assessment
e Review of systems
e Physical and mental status examinations
e Routine testing

* Medical Record

* Urgent

* Symptom

* Disease

* Symptom-Based Condition



Differing Perspectives on
“Persian Gulf lliness”
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Richardson, Engel et al. Arch Int Med 2001; 161:1289-94




Medical Record Assessment

* Most unexplained symptoms have been
previously assessed

* Careful record review can
e Prevent unnecessary diagnostic testing
e Improve understanding of course and impact



Urgent Condition Assessment

* Examples from the Guideline
e Suicidal ideation or psychosis
e Objective evidence of joint swelling
e Fever
e Significant weight loss
e Focal neurological examination findings

e Severe anemia



Diagnostic Testing

* Basic Lab Tests

e CBC e Phosphate

e Electrolytes e Liver function tests

e BUN e Total protein

e Creatinine e Thyroid Stimulating Hormone
e Glucose e ESR

e Calcium e Urinalysis

* Tests Only Indicated When Clinical Suspicion Is High
e Serological testing (Epstein Barr virus, Lyme disease,
Immunologic testing)

e Neuroimaging



Relationship of Disease
and lliness

Disease llIness

A pathophysiological A subjective
entity experience

Disease

Disease without - Symptomatic Symptoms

symptoms without disease

disease




Symptom Assessment

* Duration

* Onset

* Location

* Co-morbidity

* Previous episode

* Intensity and impact

* Previous treatment and medications

* Past medical, surgical, and psychological history
* Patient perception of symptoms



BATHE Technique

* Provides a time-efficient way to address the impact
of patients’ symptoms on their level of function

e Background: “What is going on in your life?”
e Affect: “How do you feel about it?”

e [rouble: “What troubles you the most about the
situation?”

e Handle: “What helps you handle that?”

e Empathy: “This is a tough situation to be in.
Anybody would feel (down, stressed, etc.).
Your reaction makes sense to me.”



Standardized Assessment and
Reassessment of Symptoms

* For pain: “On a scale of 0 to 10, where 0 means
no pain and 10 equals the worst possible pain, what
IS your current pain level?”

* For symptoms other than pain: “Ona 0 to 10
scale 0 being no (insert SYMPTOM) and 10 being as
bad as you can imagine, what number would you
say your (insert SYMPTOM) has been over the past
week?”

* For symptom impact: “During the past week, how
much have your symptoms interfered with your
usual work, school or social activities, O being does
not interfere at all and 10 being completely
Interferes?”



Disease Assessment

* Mood disorders

* Anxiety disorders

* Substance use disorders

* Sleep apnea or other sleep disorder

* Multisystem diseases (e.g., Multiple sclerosis,
Myasthenia gravis, rheumatologic diseases)



Symptom-Based Condition
Assessment

* Chronic multisymptom illness (CMI)
* Chronic fatigue syndrome (CFS)
* Fibromyalgia

Chronic Fatigue
Syndrome: 1% of
population; fatigue
and 4/8 “minor
criteria”

Fibromyalgia:
1-2%0 of
population
defined
by widespread
pain and

tenderness
o Multiple Unexplained

Symptoms — no organic
findings



Chronic Multi-Symptom lliness

* Two or more of the following
e Widespread pain
e Persistent fatigue (not transient tiredness)

e Cognitive dysfunction (forgetfulness, memory
disturbance, problems with concentration)

* Often various associated symptoms

* Assoclated disability



Chronic Fatigue Syndrome

* Clinically evaluated, unexplained, persistent or
relapsing fatigue that is of new or definite
onset; Is not the result of ongoing exertion; Is
not alleviated by rest; and results in substantial
reduction in previous levels of occupational,
educational, social, or personal activities,

and

(CDC 1994 Fukuda et al.)



Chronic Fatigue Syndrome (cont.)

* Four or more of the following symptoms that
persist or reoccur during six or more consecutive
months of illness and do not predate the fatigue:

e Self-reported impairment in short term memory or
concentration

e Sore throat

e Tender cervical or axillary nodes

e Muscle pain

e Multi-joint pain without redness or swelling

e Headaches of a new pattern or severity

e Unrefreshing sleep (i.e., waking up feeling unrefreshed)

e Post-exertional malaise lasting >24 hours
(CDC 1994 Fukuda et al.)



Fibromyalgia Syndrome

* History of widespread pain involving all four
guadrants of the body and the axial skeletal

and

* Tenderness to digital palpation (9 Ib/4 kg
pressure) of at least 11 of 18 specifically
identified trigger points

(ACR 1990 Wolfe et al.)



Summary of Areas of
Assessment

* Basic Assessment
e Initial medical record review
e Medical history and psychosocial assessment
e Review of systems
e Physical and mental status examinations
e Routine testing

* Medical Record

* Urgent

* Symptom

* Disease

* Symptom-Based Condition



Symptom-Based Management

* Consider symptom-based management early
to provide patients with relief, support and
encouragement

* Early interventions should include
e Restoration of sleep
e Management of pain



Non-Pharmacologic Therapies of
Maximum Benefit for MUS

* Cognitive behavioral therapy

* Graded aerobic exercise



Impact of Disability and
Symptoms on Quality of Life
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v
Harmful Decreased J
Health Behaviors Functional \
/' | Status
' Decreased
l Quiality of
~ Life
Harmiul Increased
: >Psychosocial /
Health Beliefs Dist[ess
v
Improved > | Increased
Health Behaviors Functional
— = Status
/ P — — ~ \ _ — -
4 CBT ;
MUPS /\*—:: = l
GAE
\ -_ - _ - & ~ o
= ~ o | Decreased
Improved 5| Psychosocial
Health Beliefs Distress

f

Improved
Quiality of
Life




What Is Cognitive-Behavioral
Therapy (CBT)?

* Not medically curative

* Targets factors that perpetuate disability



Unexplained Symptoms
The Patient’s Initial Model

“...so | feel bad...”

Symptoms

\)
lHIness 1 s ) | 0SS Of
“[cause] made me sick...” Function

“...and | can’t [activity]”



Unexplained Symptoms
Expanding The Model

Environment

doctor’s opinions
relatives opinions

Health Beliefs  loss of intimacy/friends Deactivation
exercise worsens symptoms loss of conditioning
rest improves symptoms\ /;/cling levels of activity

A

Symptoms

Ve N\

Iliness 1= Loss of
Emotions- Function

depression/anxiety
frustration/anger
pessimism




Unexplained Symptoms
Expanding The Model (cont.)

Environment
/ doctor’s opinions \
relatives opinions

Health Beliefs  toss of intimacy/friends Deactivation
exercise worsens symptoms < * >+ loss of conditioning
rest improves symptoms\ ‘ A/;/c:ling levels of activity
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Symptoms
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depression/anxiety
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Common Cognitive Components

* Examining assumptions
e About pathogenesis
e About appropriate management
e About prognosis

* Problem solving strategies
* Relaxation strategies

* Early symptom recognition



Common Behavioral Components

* Behavioral activation strategies
* Sleep hygiene

* Leisure activity planning

* Memory management skills

* Goal setting

* Relapse prevention



What Is Graded Aerobic Exercise ?

* IT'S NOT: airborne physical training

* IT IS: a program of gradually increasing
physical activity -- usually involves leisure
activities rather than “aerobics” per se

* Guideline describes a sample program



Other Therapies for MUS

* Possible Benefit * Possible Harm
e Relaxation response e Bed rest
training

e Therapeutic massage
e Acupuncture

e Stretching

e Biofeedback

e Hypnosis

e Chiropractic



Pharmacologic Therapy

* Use of pharmacologic therapy in the
management of Fibromyalgia and Chronic
Fatigue Syndrome

* Review neurobiology of these illnesses



Dually Focused Treatment

Psychological
“STRESS” and Behavioral
\ Conseqguences

BAD — gyMPTOMS °© Decreased activity

GENES /
e Maladaptive illness

POOR ENVIRONMENT behaviors

e Poor sleep

e Increased distress




Pharmacologic Therapies of
Some Benefit for MUS

* Tricyclic compounds

o Amitryptyline (Elavil) and Cyclobenzaprine
(Flexeril) best studied

e Tolerability improved by giving single dose
several hours before bedtime

e Start low, go slow. Begin with 5 or 10 mg and

Increase to 30-40 mg cyclobenzaprine or 50-70
mg amitryptyline

e Of most benefit in treating pain, insomnia; less
Improvement in fatigue



Pharmacologic Therapies of
Some Benefit for MUS (cont.)

* Other classes of neuroactive compounds
e MAO inhibitors
e Mixed serotinergic/noradrenergic compounds
e SSRIs generally ineffective
e Gabapentin (Neurontin) for pain
e Tramadol (Ultram) for pain



Pharmacologic Therapies of
No Benefit/Possible Harm for MUS

* Corticosteroids

* Immune-based therapies
* Anti-infective therapies
* Anti-allergy therapies

* Fludrocortisone (Florinef)

* Nutritional supplements
e Magnesium, NADH, essential fatty acids



VA/DoD MUS-CPG Tool Kit
Contents

VA/DoD CLINICAL PRACTICE GUIDELINE MANAGEMENT

MEepIcALLY UNEXPLAINED Symproms (MUS):

* Provider Reminder Cards

KEY POINTS CARD

.
() Ke P O I n tS « Establish that the patient has MUS.
+ Obtain a thorough medical history, physical examination, and

medical record feview.
« Minimize low yjeld diagnostic testing.

e Pocket Guides Dot 5 ] et b i o Coron M Sy
atigue,

— Assessment and Diagnosis
— Treatment Options

HIness (CMI) (ife.. has two or more symptoms clusters: pain,
cognitive dysfupction, or sleep disturbance).

VA/DoD CLINICAL PRACTICE GUIDELINE FOR THE MANAGEMENT OF

MEDICALLY UNEXPLAINED SYMPTOMS (MUS): CHRONIC PAIN AND FATIGUE

Guideline Summary

PRIMARY CARE

GUIDELINE SUMMARY

* Guideline Summary

.
+ Obtain a thorough medical histpry, physical examination, and medical record review.
+ Minimize low yield diagnostic festing

+ Identify treatable cause (condiffons) for the patient’s symptoms.

« Determine if the patient can befclassified as Chronic Multi-Symptom Hlness (CMI)
{i.e.. has two or more symptongs clusters: pain, fatigue, cognitive dysfunction, or
sleep disturbance)

= =
* - Negotiate treatment options anfl establish collaboration with the patient
+ Provide appropriate patient and family education.

+ Maximize the use of non-phanfacologic therapies:
- Graded aerobic exercise with [-lose monitoring.
- Cognitive behavioral therapy fCBT)

« Empower patients to take an adgive role in their recovery.
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VA and MEDCOM Web Sites
Provider Tools

www.ogp.med.va.gov/cpg/cpg. htm
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Web Support for Post-Deployment
Health Care www.PDHealth.mil

* Information on
deployments

* PDH-CPG
e MUS
- MDD
e PTSD

* Specific diseases O
and emerging
health concerns

% Online clinical tools

* Provider education
and training

* Patient education




DoD/VA Post-Deployment Health
Clinical Practice Guideline (PDH-CPG)

* Evidence-based guideline for the

evaluation and management of
patients with deployment-related
health concerns/conditions in the
primary care setting

* Released in Jan 02
* 3 Algorithms, including MUS

* Toolbox with Provider Desk
Reference Cards, including MUS




Medically Unexplained Symptoms
Patient Education Brochures

Available from the
DHCC web site:
www.PDHealth.mil

VA/DoD MUS-CPG Tool Kit
Available from the
MEDCOM web site:
www.gmo.amedd.army.mil



Key Elements of MUS-CPG

* Establish the patient has MUS

* Obtain a thorough medical history, physical examination,
and medical record review

* Minimize low yield diagnostic testing
* ldentify treatable cause (conditions) for patient’s symptoms

* Determine if patient can be classified as Chronic Multi-Symptom
lliness (CMI)

* Negotiate treatment options and establish collaboration with
patient

* Provide appropriate patient and family education

* Maximize the use of non-pharmacologic therapies (Graded
Aerobic Exercise and Cognitive Behavioral Therapy)

* Empower patient to take an active role in his/her recovery



Questions, Information,

Assistance
DoD Deployment Health Clinical Center 202-782-6563
Walter Reed Army Medical Center DSN: 662

Building 2, Room 3G04
6900 Georgia Ave, NW
Washington, DC 20307-5001

Provider Helpline
1-866-559-1627

Patient Helpline

E-mail: pdhealth@na.amedd.army.mil
1-800-796-9699

Website: www.PDHealth.mil



Credit

* This presentation was adapted in Jan 06
from the MUS-CPG Satellite Broadcast Jun 02
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